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INTRODUCTION:  Cancer  developing  from  more  than  one  origin  is  called  multiple  primary  cancer  (MPC)
and  is a rare situation.  In  this  article,  we report  a case  presenting  to  the  Emergency  Clinic  with  symptoms
of  ileus  who  was  diagnosed  with  synchronous  colon  and  breast  cancer.
PRESENTATION  OF CASE:  A  57 year  old  male  patient  presented  to the  Emergency  Clinic  with  abdominal
pain,  vomiting,  constipation  and  lack  of ﬂatulence.  The  patient  was  taken  to the  operating  room  for
emergency  surgery  with  the diagnosis  of  intestinal  obstruction.  While  still  hospitalized,  breast  ultrasound
was performed,  revealing  a mass  lesion  in the  right  breast  measuring  2 cm.  The core  biopsy  result  was
suggestive  of  invasive  ductal  adenocarcinoma.  Right  modiﬁed  radical  mastectomy  with  removal  of  the
level  2 axillary  lymph  nodes  was  performed.  The  result  of the  histopathological  investigation  of the  right
hemicolectomy  specimen  was  reported  as  moderately  differentiated  adenocarcinoma,  while that  of  the
mastectomy  material  was  invasive  ductal  adenocarcinoma.
DISCUSSION:  Synchronous  colorectal  cancer  is recognized  as  an  important  clinical  entity,  its  clinical  and
pathological  properties  as  well  as  prognosis  are  still  undetermined.  A family  history  of  cancer  might  be
a signiﬁcant  factor  in  synchronous  cancers.  Many  of the  theories  about  the etiology  of  multiple  primary
malignant  neoplasia  suggest  the role  of  genetic,  hormonal,  environmental  and  immunological  factors  as
well  as iatrogenic  causes.
CONCLUSION:  Especially  for patients  whose  treatment  begins  in the  emergency  settings,  meticulous  sys-
temic physical  examination  is  recommended  to initiate  treatment  of  a possible  synchronous  tumor  at  an
 Publi
he  CCearlier  stage.
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. Introduction
Cancer is a serious health problem worldwide, being responsible
rom ¼ of all deaths. Among newly diagnosed cancer cases in males,
he most common are the cancers of the prostate (25%), lung (15%),
olon and rectum (10%) and bladder (7%). Breast cancer in males
s a rare disease accounting for less than 1% of all organ cancers in
ales. Its proportion among all cases of breast cancer is equally
inuscule [1]. Cancer developing from more than one origin is
alled multiple primary cancer (MPC) and is a rare situation. MPC
an be classiﬁed as synchronous and metachronous. Two  or more
rimary tumors diagnosed simultaneously or within six months to
ach other are called “synchronous”, whereas tumors developing
ore than six months after the detection of a primary tumor are
alled “secondary” or “metachronous” cancer [2]. The frequency of
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multiple primary malignant neoplasia (MPMN) is reported as 0.73%
to 11.7% [3,4].
In this article, we  report a case presenting to the Emergency
Clinic with symptoms of ileus who was  diagnosed with syn-
chronous colon and breast cancer.
2. Presentation of case
A 57 year old male patient presented to the Emergency Clinic
with abdominal pain, vomiting, constipation and lack of ﬂatu-
lence. Physical examination revealed distension and widespread
tenderness of the abdomen. Rectal ampulla was empty. A palpa-
ble mass was detected in the right breast. Systemic examination
yielded no other pathological ﬁndings. Of the laboratory results,
the white blood cell count was 1500/mm3, urea 92 mg/dL, creati-
nine 1.15 mg/dL, alpha-fetoprotein 3.1, carcinoembrionic antigen
(CEA) 1.28, CA 125 15.4, CA 15-3 12.2, CA 19-9 13.1. An abdomen
plain X-ray showed multiple air-ﬂuid levels (Fig. 1). A contrast-
enhanced computed tomography (oral and IV contrast) of the
abdomen revealed a sigmoid colon mass with proximal dilatation
and air-ﬂuid levels (Fig. 2)
The patient was  taken to the operating room for emergency
surgery with the diagnosis of intestinal obstruction. Intraoperative
Group Ltd. This is an open access article under the CC BY-NC-ND license (http://
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Fig. 1. Abdomen plan X-ray.
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Fig. 3. Magnetic resonance imaging of the left breast.ig. 2. A contrast-enhanced computed tomography (oral and IV contrast) of the
bdomen.
xploration revealed a mass lesion with a diameter of 5 cm at the
evel of the splenic ﬂexure. No sign of metastasis was observed on
ther intraabdominal organs. Left sided hemicolectomy with Hart-
ann’s procedure was performed. The patient was transferred to
he ward after the operation. On the ﬁrst postoperative day, the
atient had ﬂatulence and fecal discharge from the colostomy. Oral
ntake was allowed.
While still hospitalized, breast ultrasound was  performed,
evealing a mass lesion in the right breast measuring 2 cm.  Mag-
etic resonance imaging demonstrated a mass lesion not invading
he pectoralis muscle with a 2.5 cm diameter and a BI-RADS score
f 5 (Fig. 3). The core biopsy result was suggestive of invasive ductal
denocarcinoma. Right modiﬁed radical mastectomy with removal
f the level 2 axillary lymph nodes was performed before discharge.
n the third postoperative day after the breast surgery the patient
as discharged as clinically stable.
The result of the histopathological investigation of the right
emicolectomy specimen was reported as moderately differenti-
ted adenocarcinoma, while that of the mastectomy material was
nvasive ductal adenocarcinoma (Figs. 4 and 5). Estrogen receptor
ER) was 100% ++, progesterone receptor (PR) 95% ++, cerb2 was
egative and the Ki 67 index was 40% +++. The patient was referred
o the Medical Oncology clinic.Fig. 4. Colonic type malignant invasive glandular structures (Hematoxylin and eosin
×200).
3. Discussion
The incidence of breast cancer in men  is 1 in 100,000; mostly
presenting as ER and PR positive invasive ductal carcinomas [5,6].
Our patient too had ER +, PR + invasive ductal carcinoma. Syn-
chronous colorectal cancer for patients with primary colorectal
cancer is reported between 2.3% and 12.4%, whereas synchronous
breast cancer in men  is less than 2% [7,8]. Data regarding the inci-
dence of coexisting breast and colon tumors in men is scarce.
Although synchronous colorectal cancer is recognized as an
important clinical entity, its clinical and pathological properties as
well as prognosis are still undetermined. A family history of can-
cer might be a signiﬁcant factor in synchronous cancers. Kimura
et al. [9] have demonstrated a positive correlation between the fre-
quency of synchronous cancer and family history. Based on a series
of 42 cases, Oya et al. [10], reported that synchronous colon can-
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cig. 5. Malignant breast invasive ductal carcinoma glandular structures (hema-
oxylin and eosin ×200).
er is more often located in the left colon and that synchronous
umors are smaller in size than solitary tumors. In the same study,
hey found the male to female ratio for synchronous colon cancer as
.67:1 and concluded that distant metastases were more frequent
n synchronous cancer cases than for solitary tumors.
Of the hereditary colorectal cancer syndromes, Lynch syndrome
s associated with colon, endometrium, stomach, ovary, hepatobil-
ary, urinary tract, pancreas, small bowel cancers and glioblastoma.
owever, an increase in the risk of breast cancer has not been
emonstrated fort his syndrome. Familial adenomatous polyposis
arries increased risk for the malignancies of the pancreas, thyroid
nd liver in addition to the gastrointestinal tract. Peutz − Jeghers
yndrome is associated with both breast and colon cancer, but the
iagnosis requires multiple characteristic hamartomatous polyps
n the small bowel, mucocutaneous hyperpigmentation and a fam-
ly history of the syndrome. [11]. None of the diagnostic criteria for
eutz − Jeghers syndrome was applicable to our patient. Many of
he theories about the etiology of MPMN  suggest the role of genetic,
ormonal, environmental and immunological factors as well as
atrogenic causes [12]. An increased risk in colorectal, urinary blad-
er, lung and breast cancer has been associated with endometrial
ancer [13]. One study has determined a speciﬁc genetic mutation
n synchronous breast and colon cancer. The CHECK2*1100delC
utation was proposed as a tool to detect synchronous tumors
14]. Our patient had no family history of cancer and no genetic
ests were performed.
. Conclusion
As a conclusion, for any patient with a newly diagnosed colon
umor, the possibility of a synchronous tumor should be remem-
ered. Especially for patients whose treatment begins in the
mergency settings, meticulous systemic physical examination
s recommended to initiate treatment of a possible synchronous
umor at an earlier stage.
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